INTRODUCTION
Talking about error, how and why it happens, whether in health or in any other area, does not only mean talking about questions related to the human mind, but also analyzing and understanding the external circumstances and environmental factors favoring the error. These circumstances, known as "latent errors", create beneficial conditions for individuals to make mistakes and should be considered as important for analysis (1) .
Error is defined as "the act or effect of making a mistake; false judgment; oversight, fault;
incorrectness, inexactness, deviation from the correct course, irregularity, flaw (2) . According to quality experts, error is any deviation with respect to the level of compliance with needs, agreed upon between supplier and client (3) .
Risks for the occurrence of errors exist and need to be examined. Errors can cause deaths and injuries, including in hospitals unfortunately. Within a wide range of studies about errors in the health area, medication errors attract attention. Many researchers are interested in this subject, as they are considered frequent in hospitals, can cause patient damage and increase hospitalization costs (4) . It is estimated that 2.0% of patients admitted to American hospitals are victims of health damage due to medication errors, and that each error results in an additional cost of about five thousand dollars, excluding legal issues (5) .
Medication error is any error committed in the medication prescription, dispensation or administration process, which may cause negative consequences or not (6) . education; monitoring; and use" (7) . (8) .
Medication errors are present in any step of the process, including prescription, preparation and dispensation, administration and monitoring.
The medication administration step is the nursing team's responsibility, and can be carried out by nurses, licensed practical nurses and care aids in Brazil (9) . Consequently, when a medication error occurs, the nursing team is involved in some way or frequently even held accountable for this event.
When this kind of incident occurs, a person experiences countless feelings and emotions. Some authors report that the most common ones are related to guilt, horror, terror, concern about effects for the patient, loss of confidence in one's ability, anger, victim of circumstances and anger about oneself (10) . Other authors, on the other hand, mention the fear of retaliations and exposure to judgments, which inhibit the notification of these situations (11) (12) .
Other sources indicate that the undernotification of these events can also be related with a lack of knowledge about what a medication error actually is, due to particular concepts or the lack of a defined institutional policy about the theme (10, 13) .
Aspects of what a medication error means, getting to know its causes, notifying the error,
benefiting an environment without punishments should be taken into account with a view to implanting prevention measures and promoting a continuous quality improvement process (10) (11) (12) 14) . One hundred twenty-four questionnaires were distributed, used a randomized 
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RESULTS AND DISCUSSION
The sample consisted of 49 (55%) care aids, Tables 1-4 show participants' answers to the scenarios. P was identified with an * when significant and with N.S. when not significant, at the end of each 
= N.S. Group I (n <62) and Group II (n <27) due to unanswered questions in the questionnaire.
In Table 1 , both groups considered that the situation did not evidence a medication error (84.9% and 65.2%, respectively). The conviction that this scenario did not present a medication error was even stronger among licensed practical nurses and care aids.
Although not considered as an error, professionals' opinions were divided as to the need to notify this event to the physician and whether the incident report should be filled out.
The non administration of a drug is a medication error, characterized as an omission error (8) . In this case, the medication was an antibiotic and its omission implied a modification of its serum level, which can harm the patient.
When reflecting about this situation, the question emerges about who was responsible for administering the drug, as the patient was outside his unit. In general, professionals make all possible efforts to comply with institutional standards, mainly in terms of realizing procedures at the right time. However, this becomes impossible sometimes, when the patient is not in his room for example (13) . Hence, this circumstance needs to be clarified among professionals, providing conditions for medication administration at the right time, no matter where the patient is inside a hospital institution. to risks of an overdose of a certain drug (13) . These situations should be seen as a source of concern, as an error cannot be corrected by solving it through another error. Time-adjustment procedures are internal agreements within teams and should not occur, as shifts change, professionals are redistributed from other units and documentation is not that clear when this type of procedure occurs.
However, when comparing answers in Table   2 and 
0 0 * significant for p <= 0.05 Group I (n <62) and Group II (n <27) due to unanswered questions in the questionnaire
The scenario in Table 2 focused on the delayed administration of antibiotics, as the unit was busy, and delay is considered a medication error (8) . We found a significant difference between the two groups for the first question: Is this a medication error? Although answers were affirmative (69.2% and 92.3%
respectively), almost all nurses indicated this was a medication error, as opposed to licensed practical nurses and care aids.
Answers about whether the physicians should be notified were affirmative in Group I (71.2%) and
Group II (70.8%). It is remarkable that nurses 
= N.S Group I (n <62) and Group II (n <27) due to unanswered questions in the questionnaire Table 3 did not show significant differences between both groups' answers. Professionals' opinions were divided as to whether the situation represented a medication error (50.0% Group I and 63% Group II) and whether an occurrence report had to be filled out. The physician had to be notified according to 31.4% of answers in Group I and 39.1% in Group II.
The polarization of almost 50% -50% about whether this situation represents an error or not, and whether the report should be filled out or not, proves the lack of a clear understanding about what an error is and the need to notify it by means of a formal report.
One possible explanation could be that the patient was assessed by the nursing team, reaching the conclusion that sleep was a sign of no further respiratory distress and that the patient would receive his medication when he woke up.
However, in view of opinions about this scenario, there is a clear need to discuss this theme, with a view to uniform behavior inside the nursing team. Answers are in accordance with literature findings, which reports similar conducts related to opinions and notifications in this kind of event (10) (11) . Table 4 In accordance with different authors (10) (11) (12) (13) (14) , this subject requires further studies and research. Table 4 shows the distribution of answers in Group I and II, which did not present significant differences, demonstrating uniform opinions. Both groups considered that this situation represented a medication error (87.5% and 85.2%), that the physician should be notified (83.3% and 87.5%) and that the incident report should be filled out (84.9% and 80.8%).
This scenario illustrates the nursing team's need to know about the pharmacology of the prescribed drug. If the doctor prescribed a tablet in case of pain and the patient asked for the medication,
